tan Winnipeg, which has a population of approximately half a million.
There were one hundred and thirty-five patients but in five patients follow-up information was incomplete. The remaining one hundred and thirty were followed until death or until July, 1970. The general characteristics of the patient group are summarized in Table I .
With slight modification the criteria given by Roth (7) were used for diagnosis. The diagnosis of arteriosclerotic dementia was made only when there was unequivocal evidence of focal CNS disorder, for example, hemiparesis and aphisia presumably due to cerebral arteriosclerosis. Cases with dementia due to another recognizable cause, such as alcoholism or neurosyphilis, were classfied as 'other dementias'. Diagnoses are shown in Table II .
Patients were followed up in 1965, 1966, 1968 and 1970 . The sources of information were: interviews with patients, relatives, nursing home staff and treating physicians and examination of medical records, death certificates and autopsy reports. 
Statistical Analysis Survival Rate
The indirect method was used to calculate the age-sex adjusted survival rate of the various psychiatric disorders (Figs. 1 and 2).
The expected age-sex adjusted survival rate of persons in the population of the Prairie Provinces were taken as the standard rates, and were from the Provincial and Regional Life Tables (1960) (1961) (1962) published in Bulletin 84-517 of the Dominion Bureau of Statistics.
Tests of Significance
The number of deaths occurring within three years of admission was compared with the number which occurred later. Comparisons were made of: a) each psychiatric disorder versus the rest of the disorders, (the Summation Chi [1] method for 2 x 2 contingency tables was used), and b) each disorder versus the Prairie population, (the X· Goodness of Fit Test [2] was used). Only significant chi square values (p<0.05.) are reported.
Findings and Discussion
Survival Rates 1) Survival rates for the group as a whole declined rapidly during the first three years after admission. In the second half of the follow-up period there was no increased mortality over that of the Prairie population. Therefore when significant differences are reported these always refer to the first half of the follow-up period.
2) Patients with dementias had the lowest survival rate. This was significantly lower than the expected rate for the Prairie population (Male X' = 4.376 -p<0.05; Female X' = 6.020 -p<0.05). Compared with the rest of the psychiatric disorders the dementias also showed more deaths (Male X 2 = 12.578 -p<0.05; Female X' = 7.003 -p<0.05). During the first six months after admission the patients with senile dementia did somewhat better than Roth's cases (7) -65 per cent were alive as against 41 per cent in Roth's series. The figures reported by Shah et at. (8) are similar to those in this study. The use of tranquillizers, antibiotics and early mobilization have been held responsible for improvement in the short-term prognosis of hospitalized senile demented patients in recent years.
3) No significant difference was found between the survival rate of senile and arteriosclerotic dementias. 4) Male patients with the diagnosis of 'other' dementia had a better survival rate than the senile and arteriosclerotic groups (X' = 5.238 -p<0.05). Four out of eight males in this group were chronic alcoholics.
5)
Patients suffering from acute confusions fared worse than the Prairie population (Male X' = 4.376 -p<0.05; Female X' = 6.020 -p<0.05) but somewhat better than those with dementias. Differences were significant only in male patients (X" = 3.873 -p<0.05). 6 ) Surprisingly, paranoid males had a lower survival rate than the Prairie population (X' = 5.608 -p<0.05). This finding is at variance with most other studies, which do not find any significant difference between the survival rate of senile paranoid states in either sex and the general population.
Of nine male paranoid patients in our series two were chronic alcoholics and five were suffering from serious physical illnesses (myxoedema associated with chromophobe adenoma of the pituitary -carcinoma of the pancreas -chronic renal disease -myocardial infarction -congestive heart failure). By contrast most paranoid females were physically healthy. Only two out of seven were physically ill (syphilis -and diabetes mellitus with severe retinopathy) and only one was a chronic alcoholic. In five of the above cases the diagnosis of physical illness was made only at follow-up.
It would seem that at least five males and two females in the paranoid group were suffering from a symptomatic paranoid psychosis. Their high mortality rate was obviously due to the underlying physical illness.
Other studies have clearly shown that 'late paraphrenia' is quite distinct from organic dementias of the senium (7) , and not genetically related to schizophrenia (3, 4) . Funding (3) suggests that "Factors of nongenetic nature which influence the etiology of these paranoid psychoses must be considered." The findings in the study reported here suggest that undiagnosed extracerebral somatic disease may play an important role in the etiology of this disorder. 7) Patients with affective disorders had the best prognosis. Their survival rate was significantly higher than the rest of the disorders; (Male X' = 7.573 -p<0.05; Female X 2 = 6.378 -p<0.05). Compared with the Prairie population the survival rate of all affective and female paranoid patients was not significantly different.
Causes of Death
The primary causes of death are presented in Table III . It will be noted that the leading causes of death varied in different diagnostic categories. Bronchopneumonia claimed most lives in those with dementias, myocardial infarction in those with confusions, heart disease and 'other' causes in the paranoid group and malignant disease and suicide in those suffering from affective disorders. The findings here are similar to those reported by Kay (4, 5) . Non-specific causes, such as bronchopneumonia, were more common in those with dementias. Specific causes of death, for example, carcinoma, suicide, diabetes mellitus and so on were more common in patients suffering from a functional psychosis, but the association between cerebrovascular accident and affective psychosis reported by Kay (5, 6) was not confirmed.
An interesting finding in this series was the relatively high incidence of malignant disease in patients suffering from an affective psychosis. This was the primary cause of death in three cases, while three more developed malignant disease during the follow-up period and were still alive six years after admission.
Summary
This is a six-year follow-up study of one hundred and thirty geriatric psychiatric patients admitted to the Winnipeg Psychiatric Institute in 1964. The main findings were: 1) Survival rates were lowest in senile patients with arteriosclerotic dementias. Those with other dementias and confusional states and male paranoid patients did somewhat better. Female paranoid patients and those with affective disorders did not differ significantly from the general population.
2) The survival rate of patients with senile dementia supports the view that the short-term prognosis has improved in recent years.
3) No significant difference was found between the survival rate of those with senile and arteriosclerotic dementia.
4) The high mortality rate of male paranoid patients was probably due to the high incidence of serious physical illness and alcoholism. It is suggested that a sizeable proportion of these cases were secondary to extracerebral somatic disease.
5) The commonest primary causes of death were: a) Bronchopneumonia in the group with dementias. b) Myocardial infarction in those with confusional states. 
